Introduction
Atrial fibrillation (AF) is one of the most frequently noted arrhythmias in patients with COPD. There are many factors contributing to AF in the COPD population, including smoking, oxidative stress, and tissue hypoxia, as well as the effects of medications, including corticosteroids, theophylline, and beta-agonists. [1] [2] [3] [4] [5] Our previous study 6 showed that, compared with those without COPD, patients with COPD presented an adjusted HR (aHR) of 2.23 with a 95% confidence interval (CI) of 1.98-2.51. AF is an aging-associated disease with an incidence rate of 0.84 per 100,000 person-years in patients between 40 and 49 years old and an increased incidence rate of 5.23 per 100,000 person-years in those aged .70 years. A previous study 7 enrolled 4,618 residents with AF that was first documented between 1980 and 2000; the results showed a trend of mortality after AF. After a mean follow-up of 5.3±5.0 years, the mortality HR was 9.62 within the first 4 months and 1.66 thereafter in the AF population with no evidence of changes in mortality during the 21 years. Another study 8 investigated the long-term effects of AF in patients with pacemakers and found that mortality was significantly decreased during the last three decades. In addition, many studies Due to different selection criteria and study periods, there is no consensus among researchers regarding the prognosis of AF in hospitalized patients. COPD and AF are common diseases and often coexist. A study 14 enrolled 227 patients who had concomitant COPD and AF and found that COPD is an independent risk factor for the 1-year all-cause mortality in patients with AF. However, there is limited evidence regarding the influence of AF on the prognosis of COPD patients, such as organ dysfunction and respiratory failure in hospitalization. The aim of our study was to investigate the impact of AF on hospitalized COPD patients by using a nationwide analysis based on an insurance claims database in Taiwan.
Methods

source of data
Taiwan started a single-payer National Health Insurance program on March 1, 1995 and enrolled .99.9% of Taiwan's population. A medical claims database, the National Health Insurance Research Database (NHIRD), was created for research and includes outpatient and inpatient claims data. The database comprises patients' age, gender, diseases, prescription drugs, and medical expenditures. This study was a population-based retrospective cohort one. Our data were retrieved from the Longitudinal Health Insurance Database, which comprises 1,000,000 beneficiaries collected from 1997 to 2013. In this observational and analytical study, the database was derived from NHIRD, and the data are de-identified secondary data released for research purposes. The study was reviewed and approved by the Institutional Review Board of Kaohsiung Medical University Hospital (KMUH-IRB-EXEMPT (II)-20170003). According to both the NHIRD and hospital regulations, the informed consent from patients was waived for this retrospective cohort study due to the information being de-identified secondary data. All procedures were in accordance with the principles of the Declaration of Helsinki.
study population
We defined the COPD population according to the diagnostic guidelines of the International Classification of Diseases-9-Clinical Modification (ICD-9-CM) codes 490-492 and 496, A-codes A323 and A325, and at least one prescription of long-acting muscarinic antagonists, long-acting beta-agonists, or long-acting beta-agonists and inhaled corticosteroids between 1998 and 2012.
From COPD population, we extracted patients with history of AF (ICD-9-CM code 427.3) as case group between 1998 and 2012. The index date was the date of the first diagnosis of COPD, and patients in the COPD and AF group (case group) were diagnosed with AF before the index date.
The control subjects (patients with COPD without AF) were selected from the COPD patients who had no history of AF and were matched to the COPD patients with AF by age (±1 year), gender, and the year of index date (±1 year). The AF-to-control ratio was 1:3.
Infection site and life-support treatments, including intensive care, vasopressor use, hemodialysis, and mechanical ventilation, were extracted from ambulatory visits and hospitalization data within a year before the index date by ICD-9-CM codes and history of medications. The comorbidities were identified from inpatient or outpatient diagnoses 1 year before the index date. Comorbidities included hypertension (ICD-9-CM codes 401-405), diabetes (ICD-9-CM code 250), hyperlipidemia (ICD-9-CM code 272), cerebrovascular accident (ICD-9-CM codes 430-438), congestive heart failure (ICD-9-CM code 428), or cancer (ICD-9-CM codes 140-208). The demographic characteristics that were evaluated included gender, age, urban living, and comorbidities in the case and control groups.
Outcome measures
The primary outcome was the time to any first event, including acute organ dysfunction, severe sepsis, respiratory failure, and death during the hospitalization period. Secondary outcomes, which also included acute organ dysfunction, severe sepsis, respiratory failure, and death, were estimated separately over time. We also divided acute organ dysfunction into different organ systems (cardiovascular, respiratory, renal, hepatic, neurologic, hematologic, and metabolic) for evaluation, and the diagnostic codes for acute organ dysfunction are listed in Table S1 . Severe sepsis included patients with bacterial or fungal infections and acute organ dysfunction during hospitalization, and the diagnostic criteria have been described in previous studies. 15, 16 Respiratory failure followed ICD-9-CM codes 518.81, 518.83, and 518.84 obtained from ambulatory visits and hospitalization data.
statistical analysis
We sought to describe the demographics and clinical characteristics, including age, gender, urban living, comorbidities, infection sites, and life-support treatments including intensive care, vasopressor use, hemodialysis, and mechanical ventilation in COPD patients with and without AF.
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The impact of aF in COPD Continuous variables are presented as the means and SDs and were compared between the case and control groups with Student's t-tests. Discrete variables are presented as counts and percentages and were compared between the case and control groups with chi-square tests. Values of P,0.05 were considered statistically significant in all statistical analyses.
The effects of AF were examined in COPD patients during a 14-year follow-up. Each case was followed until the first occurrence of one of the primary outcome measures (acute organ dysfunction, severe sepsis, respiratory failure, or death) or until the end of December 31, 2013. All cases in which no predefined outcomes or death occurred during the follow-up were not included in the analysis. A Cox proportional hazards model was used to assess the association of outcomes with case and control groups during the follow-up period. Univariate and multivariate models were used to estimate HRs in the Cox proportional hazards model to assess the associations of primary and secondary outcomes in COPD patients with AF during the follow-up period. Models were adjusted for age, gender, urban living, comorbidities, infection sites, and life-support treatments. Kaplan-Meier estimates were used to generate time-to-event curves for the primary outcome. We used Kaplan-Meier analyses to estimate the time to primary outcome, including acute organ dysfunction, severe sepsis, respiratory failure, and death, in COPD patients with and without AF during the observed period. All data processing and statistical analyses were performed using the SAS ® software version 9.4 (SAS Institute Inc., Cary, NC, USA).
Results
We enrolled 882 patients with COPD and AF and 2,646 patients with COPD without AF. Table 1 shows the demographic characteristics, comorbidities, infection sites, and life-support measures in COPD patients with and without AF. The mean age of patients with COPD and AF was 67.3 years. Approximately 50% of the patients with COPD and AF were aged .70 years, and male patients comprised 63.5% of this group. COPD patients with AF tended to have a higher prevalence of comorbidities, including hypertension (68.3% vs 46.3%), diabetes (22.8% vs 16.5%), hyperlipidemia (19.5% vs 14.7%), cerebrovascular accident (25.3% vs 16.9%), and congestive heart failure (20% vs 8.4%) than COPD patients without AF. Infections occurred more frequently in COPD patients with AF than in COPD patients without AF. Compared with COPD patients without AF, COPD patients with AF required more life-support resources, including admission to the intensive care unit, vasopressor administration, hemodialysis, and mechanical ventilation. Table 2 shows the impact of AF on the outcome risks in patients with COPD during the follow-up period. The primary outcome probability was higher in COPD patients with AF than in those without AF, with an aHR of 1.169 (95% CI: 1.034-1.320), and a higher risk of acute organ dysfunction and respiratory failure was also observed in the former group, with aHRs of 1.179 (95% CI: 1.0370-1.339) and 1.176 (95% CI: 1.006-1.374), respectively. There was no significant difference between the patient groups in the occurrence of severe sepsis or death.
In Table 3 , we further stratified the acute organ dysfunction and found that COPD patients with AF had a higher risk of respiratory failure and hepatic dysfunction than COPD patients without AF, with aHRs of 1.213 (95% CI: 1.041-1.414) and 1.882 (95% CI: 1.113-3.181), respectively, after adjusting for age, gender, comorbidities, urban living, infection status, and life-support measures. 
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Chen and liao Table 4 shows the aHRs for factors associated with the risk of primary outcome events and acute organ dysfunction during the follow-up period. AF, age, male sex, diabetes, cerebrovascular accident, congestive heart failure, infection at any one site, genitourinary infection, and treatment with mechanical ventilation were the factors associated with a higher risk of primary outcome events in COPD patients. AF, age, male sex, hypertension, diabetes, hyperlipidemia, cerebrovascular accident, congestive heart failure, infection at any one site, and treatment with mechanical ventilation were the factors associated with a higher risk of acute organ dysfunction in COPD patients. Figure 1 shows the Kaplan-Meier curves of the primary outcome (time to any first event, including acute organ dysfunction, severe sepsis, respiratory failure, and death during the hospitalization period) in COPD patients with and without AF (P,0.001).
Discussion
To our knowledge, this is the first nationwide study to demonstrate the impact of AF in COPD patients admitted to a hospital.
A study using the Spanish National Hospital Discharge Database 17 to compare the incidence of hospitalization for AF in patients with and without COPD found that COPD is a common comorbidity in patients hospitalized for AF. In addition, the incidence of hospitalization for AF was twice as high in COPD patients than in those without COPD, and the presence of comorbidities, the length of hospital stays, and the in-hospital mortality rate were significantly higher in AF patients with COPD than in those without COPD. Our study had similar results. Patients with COPD and AF had a higher prevalence of comorbidities and more frequent infections and were more likely to receive intensive care, vasopressor treatment, hemodialysis, and mechanical ventilation. However, the previous study did not mention the outcomes of acute organ dysfunction, severe sepsis, or respiratory failure. We found in our study that, compared with COPD patients without AF, COPD patients with AF had a higher risk of acute organ dysfunction and respiratory failure. Cardiovascular diseases are frequently comorbid with COPD and may have an impact on the prognosis and mortality. A previous study showed 18 that, compared with patients with congestive heart failure and no COPD, patients with congestive heart failure and COPD had an increased risk of hospitalization but not of mortality. COPD also increases the morbidity and mortality among patients with ischemic heart disease. 19 Cardiac arrhythmia frequently occurs in 
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The impact of aF in COPD patients with COPD. AF and ventricular arrhythmias are risk factors of death within 1 year of COPD acute exacerbation and admission to a hospital. 20 The mechanisms of arrhythmia include delayed afterdepolarizations, altered cardiac repolarization, increased sympathetic tone, or reduced vagal tone resulting in triggered activity, prolonged QT phase, and heart rate variability. 21 Other authors found that AF was independently associated with 1-year and 5-year mortality rates after multivariate analysis in patients hospitalized for COPD, with HRs of 1.54 (95% CI: 1.01-2.35) and 1.37 (95% CI: 1.05-1.78), respectively. 22 Our study followed patients for 14 years and found that AF increased not only the incidence of acute organ dysfunction but also that of respiratory failure.
Although the mechanisms of AF and fatty liver disease are not clear, there are two studies 23, 24 that found an association between nonalcoholic fatty liver disease and AF, and the authors speculated that this association is causal and two-way. A study 25 used transient elastography to detect liver stiffness in an elderly Finnish population and found an association between AF and liver stiffness after adjusting for body mass index, age, gender, alcohol intake, smoking, insulin resistance, and systolic blood pressure.
Reactive oxygen species play an important role in the essential steps in initiating liver fibrosis by inducing hepatic stellate cell activation and hepatocyte apoptosis. 26 Angiotensin II and atrial stretch can activate NADPH oxidase as a potential enzymatic source for reactive oxygen species production in AF patients. 27 Galectin-3 concentrations are higher in patients with heart failure and AF and are associated with an increased risk of AF, 28 but there is no statistically significant after-adjustment for the risk factor of AF. Galectin-3 is associated with cardiometabolic comorbidities, and its production is not triggered by abnormal heart rhythm. 29 The role of galectin-3 is associated with fibroblast proliferation, transformation, adhesion, differentiation, and angiogenesis, as well as cell apoptosis in connection to liver cirrhosis and myocardial fibrosis. 30 COPD is characterized by systemic inflammation as well as increased amounts of reactive oxygen species, and this may drive the pathophysiology in hepatic dysfunction. Other factors include iatrogenic causes or medications attributed to liver dysfunction which needs to be further investigated. Our study found that COPD patients with AF have a higher risk of hepatic dysfunction, but a prospective cohort study is required to delineate the association and investigate the molecular pathways between liver disease and AF in COPD population.
There are some limitations to our study. Our database lacks laboratory data and images, such as pulmonary function tests and echocardiograms, making it difficult to further analyze the study population. There may be doubt about the coding of the diseases in database. In general, the disease coding has been validated and found to be convincing and appears to be a valid resource for further research. 31 Otherwise, additional prerequisites such as medication use can help define the diseases and can enhance the data reliability.
Conclusion
COPD patients with AF had more comorbidities than did COPD patients without AF. After admission to a hospital, there was no statistically significant risk of sepsis, but hepatic dysfunction and respiratory failure were higher in COPD patients with AF than in COPD patients without AF. The relationship between AF and liver dysfunction requires further study because, compared with COPD patients without AF, COPD patients comorbid with AF are more vulnerable to liver disease, which should not be ignored.
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